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Q^Svmotoms of Cranial 


Cranial 

Nerve 

Symptom of Lesion 


Olfactory 

Anosmia — Parosmia. 

II 

Optic 

1 Acuity of vision - Field defects 

III. IV. VI 

Ocular Nerves 

Diplopia 

V 

Trigeminal 

Difficult mastication (motor) 



Abnormal face sensation (sensory) 

vu 

Facial 

Accumulation of food behind cheek. 

VIII 

Cochleo-vesiibular 

1 Acuity of hearing, Tinnitus (cochlear part). 



Vertigo (vestibular part). 

_lx._x,xi & xn 

Glossopharyngeal & vagus 

Dysphagia Z- Dysarthria 

{Bulbar Nerves) 

Cranial accessory & 

Dysphoma (hoarseness of voice) 


Hypoglossal 

- Nasal regurgitation. 


C5 Symptoms of Motor System Affection: (U.M.N.. L.M.N .. extra a, cerebellum): 

L Destructive lesion: weakne ss or paralysis . If present ask about muscle tone Sl wasting 
2- Irritative lesion: Convulsions , f asc i culatton s and/or abnormal movements. 

CjDs ymptoms of Sensory System A ffection: 

!■ Destructive lesion : Hyposthesi a or anaesthesia. 

2. Irritative lesio n: Pain , hypersthesia an d/or parasthesia ( abnormal sensations of skin). 

Symptoms of Autonomic (Sphincteric) Disturb ances: 

1. Control of micturition & deface ati on. 

2, Impotence (spe cially in cases of conus lesions, PS & diabetic PN.). 

IV, PAST HISTORY : 

1 , Trauma: Usually severe: in cases of paraplegia , quadriplegia , cauda lesions & coma . 

* MBId trauma to the head might cause s ubdural haemat oma in old alcoholics 

2. Fever: specially near the onset ot the disease. In cases of: Mepingiti s, en cephaliti s & 
myelit is. 

3' Diabetes MelHtus (polyuria, polydipsia, polyphagia & weight loss): In cases of 
Per ipheral neuropat hy, cranial N. pals y & impotence. 

Hypertension (headache, tinnitus, epistaxis): In cases of hem i plegia , cerebral 
hae morrha ge, e ncephalopathy . 

5. T.B. (haemoptysis, symptoms of toxaemia as night fever, night sweats, loss of weight, 
appetite & ami~TB drug intake): In cases of /parapjegm/ ( Potts), cerebellar ataxia and 
meningiti s. 

6. Syphilis (chancre, recurrent stillbirths, abortions): In cases of sensory ataxia (Tabes) 
men tal deteri oration with c onvujgio n-s (G.P.L). 

7. Rheumatic fever & R,H*D, (arthritis, epistaxis . . .); In cases of hemiplegia & chorea. 
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8. Otitis media (ear discharge): In cases of- f aeiiiLpajsy , brain abscess & lateral sinus 
thromboses, 

9. Previous drug intake: In cases of: 

1 2 - 

» .Cer ebellar, at axia: Barbiturates, Hydantoin. * Convulsion s: Ambilha r, 

\ " 

• P.N.: Streptomycin, Sulphonamides. » Myopathy: Vincristine, Chloroquine, 

1 ' 7 , " 2 — 

• Parkinsonism: Reserpine, Phenothiazydes & other major tranauilizers. 

— -=-^— - ( i 

10. Previous similar attacks: In cases ot'D.S. & T.I.A.s. 


V. FAMILY HISTORY: Ask about: 

1. Similar conditions in the family, 2, Consanguinity between parents. 




1LEXAM I NATION 


A. GENERAL EXAMINATION : 

Before proceeding to the exa mination utllheSrc i unis swem c onduc t a thorough general 
examination: G eneral appeara nce, pulse, temperature, blood pressure, heart , chest & abdomen, 

B. NEUROLOGICAL EXAMINATION : 

1, EXAM INATION OF THE MENTAL FUNCTION 


Report -QHC- 

n ji State of consciousness: For assessment (see p. 1 47), 

^ 0_OH^ntaMnn fnr tugg p la ™ Ask: " ^\VhALiiiiieisLa? 

Memor y: 

' - It is the ability to retain & recall informations & expe riences , 

- IjjsjpainJy the function of the limbic system of the temporal lobe, 

" Test for: a Mm mediate memory : Tell the patient a group of digi ts (numbers) & ask 
him lo repeat them. Find out the no. of digits he can repeat correctly 
after one hearing (e.g, 5, 9, 7, 12 . . .) : Normally he should recall J7 
digits. 

Recent memory : Ask the patient if he remembers some recent events 
e.g. "What did you have for breakfast yesterday T <& check his answers 
with his surrounding family. 


Remote memory: Ask the patient if he remembers some old events e.g. 
"What year was the Egyptian Revolution 
- Diminution of memory is termed A MNESI A which includes: 

a, j^^erngrarlp amnesia: loss of memory for immediate & recent events, 

b . Retrograde amnesia: loss of me mory for re mole c vents. 


c. Transient global amnesia (circumscribed amnesia): sudden total Joss of 
memory lasting for le^s than one dav in a middle-aged healthy person, it may 

* ■ i 

be precipitated by physical or emotional stress. It may be due to temporal lobe 
ischaemia <& the condition is benign. 
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- Commonest Causes of Amnesia: 


1. Ce rebral atheroscleros is- 2. Te mporal lobe lesions. 

3. Korsakow's syndrome due to c hronic alcoholi sm (amnesia. confabulations & P.N.). 

4. Dementias e.g. Alzheimer & Hum melon's chorea . 

5. Post-concussion. 6. Hysterical. 


^ Mood & Affect : 


• M ood is the patient's inner feelinps while 


• Affect is the outward expression of emotion. 


Abnormalities in Mood and Affect include: 

1. Depression. 3. Emotional lability. 

2. Euphoria. 4. Apathy or indifference. 


The commonest causes of abnormalit ies of Mood & Affect are: 

1. D.S. 3. Cer ebral atherosclerosis. 

2. Pseudo— bulbar palsy . 4. Psychosis and Neurosis. 



Intellige nce: 

It is usuall y assessed by special "Intelligence Qu otie nt" (I.Q.) tests. For simplicity, the 

\ 

patient is considered of average intelligence when he and the doctor can understand each 
other. 


Behaviour: 

* T” i z. 3 u 

It is the overall manner in which the patient sits, dresses, talks and coop e rates with the 
doctor. 


In case of a normal mentality report as follows: 

// The patient is fully co nscious, w ell oriented for time and place, with norma l 
if mem on/ and mood; he is cooperative and of average intelligence . 


N.B. : 

1 \ i 

• - Hallucin ation: is a sensati on without an external stimulus. It might be visual, auditory, 
olfactory or tactile. 

- Illusion: is misinterpretation of an external stimulus. 

- Delusion: is a false fixed belief, not correctable by reasoning and not s hared by others 
of the patient's same culture. 

Delirium: is a transient stale o f acute confusio n (disorientation) in which there is 
restlessness, hyperexcitability and where the patient suffer s from illusion and 

■ z_ 

hallucinations. It o ccurs in acute infective fevers, alcoholism (delirium tremens), 
certain drug intoxication (belladonna, amphetamine). 
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2. EXAMINATION OF SPEECH 

Notice during history raking and comment . The main speech disturbances incl ude: 

1 . Aphasia: Inabi lity to formulate speech. Ty pes : 

iA) Sensory aphasia : at Visual agno si a and alexi a, b) Auditory agnosia. 

v2) Motor aphasia : a) Verbal aphas ia. b) Writing aphasia (agraphia). 

2 . Dysarthria : Difficulty , La u rLicnlalc speech .piope r! y . 

Staccato speech: .in cerebella r lesions. 

Slurred speech, in pyramidal and L.M.N. lesions of speech muscles. 

Monotonous speech in P arkinsonism . 

{See details in chap ter on speech. Page ( 35)}. 



i r 


^/EXAM INATION OF THE CRANIAL NERVES 



i 1. OLFACTORY NERVE: 

• Examine for the sense of smel l using a familiar 
non-irritant substance (e.g. ground coffee). 

• Each nostril is tested separately with the patie nt's 
e ve^ cjos ed. 

Anosmia means loss of sense of smell (see p 15). 

2. OPTIC NERVE: Examine for: 

i . ' ' * ■ - - — "" ~ 1 ^ 

(T) Acuity of Vision : Using Snellen's char t or finger counting from a distance of 6 meters. 
^/' In case.Qf failure t.Q count the fi nge rs at this distance repeai.at a shorter distance. 

• Ff_ at_a distance nf 30 cm the patient still fails to count the fingers te st for vision using 
han (^movemen ts. 

- If the palj en t does(noii.see the movements^ tes t foiVlight perception}Jsing the tor ch. 

I f there is no P.L . the qfthe patient. is bTTnd^ 

- Each e ve should be exam ined separate 1 y . 

ClS Field of Vision : 

' It is examined using Biemim’s scree n (central vision) and the perime ter (peripheral 
vision). Jf these are not available use the C onfrontation test., ) 


1— S it in front of the patient at a d istance of 
6(E- 100 cm . Keep your eyes at the level of t he 
patient's eyes. 

2- Let the pa tient close One ey e and y ou close the 
opposite eye. Insist th at t h e p atient looks into 
your eye and nowhere else. 

5 - Examine for the Field of vision of the patient ’s 
open eye by bringing youi finger slowly from 
the periphery inwards . Test for the whole fie ld 
by bringing you r fing er from above, below, 
left and right. 





V&A/gnfc 


N.B. : The patient' s field of vision is normal when he notices the movement ofoyour 
fin ger at the periphery of the field at the sa me time that you do. Then test lor the othet 



eye in ihe same manner. 

Ophthalmoscopic examination for papilloed cm a & o ptic atrop hy (See Brain Tumours). 
fVtlour of vision f or colour blindness. 


NEUROLOGICAL SHEET 


3, 4, 6, OCULAR NERVES: 

Examine fon 


Tv 


xjv\ 


a* 


r- 


V 


(j) Ptosis which may be due to: 

- Oculomotor .nerve paralysis w here the ptosis is c omplet e and there is associated 

mydriasis and dive rgent squint. 

' Sy mpathetic paralysis (Horner's syndro me) where th e ptosis is|partial/and there is 
as soci ate df miosis) enophthalmo s and anhidrosi s. ^ 



) 


R > 



Third N. 

Sympathetic 

Degree 

Complete 

Assist 

Pupil 

/ 

Dilated and fixed fMvdri^tic) 

Small (Miotic) 

^^Association 

Divergent sauint 

^ ^ 1 

Enophthalmos. anhidrosis 


Qy 


* To determ ine whether the ptosis is partial or co mple te, the action of the fronta lis 
muscle s hould be abolished Press a Finger over the superior prbital marg in, then ask 
the patient to open his eye: if he can. the ptosis is partial w hile if he cannot, the ptosis 
is complete. 

* is the commonest cause of ptosis: however the ptosis is 
the pupil i$ norm a l and there are other myasthenic manifestation s. 

s\ ^ ^ ^ 

\2J Pupils : They should be ecjual, round and reactive to light. and accommodation, 

a The light reflex: If, you expose [one eye to light ^ ) while shading: foe other, ^normally 
t here is constriction of the pupil of the exposed ey e (direct reactio n) as w ell as of the 
ot her eye ( co nsensual react ion). 

T he accommodation (ne ar) reflex: W hen the patient is asked to follow, your fin pe r 
with both his eyes from a far to a near point, t he foil owing tiiad normally occ urs: 
aj Convergence . b ) Miosis. d Accommodation. 


spinal reflex: Pinching the skin on one side of ihe^neck Tesuits fm dilatation of^ 
the ips i lateral pup il. ThLs^ reflex is absen?j in cervic al sytnDathetic lesion s (Homer's 
s yndrom e). 

(j. Extra ocular movements : 

~ Test for the abducent nerve (suppl ying the lateral rectus muscle) by asking the patient* 
to look later ally ^ & 

Tc sl tor the trochlear nerve (supplying the superior oblique muscl e) by asking the 
pa tient to look inwards & downwards . 

~ Test for the oculomotor nerve (s upply ing the superior medial and inferior rectus an d 
the in fe n or oblique muscles ) by as king the patient to look in all other directions . 

* The se tests are florid for each eve alon e: I f their results are normal this indicate s 
t hat the ocular nerves are inta ct. 

• Then repeat the same tests on bot h eves simultaneously for conju gate rrm venieiU; if_ 

normal thenjhe cen tres. for con ju gate mov ements present in the brain st ern, a nd in 
the frontal and o ccipital lobe„c.orieK,are intact. 1 
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f4j Nystagmus : 

Ask^aiotjo Iook_ ;it your finger glaccd laterally, upwards then downwards, at some 
m.incejrofri his eves. If nystagmus is present comme nt: 

- If it i ^spontaneous or o n fixatio n. 

If it hasrapi d and sJow£h_ases: the direction of the nystagmus is that of the rapid phase. 


is. trigeminalnerveT) 

^Mo^gj^gag; 



J- 




5 L 


K Test ten thejpovyer of the muscles of masticati on: 

^ j -^ TP ° ral1 ^ P^ent t o clench his jaw s tthil gjyou put your hands over t he 

te mples to palpate (.he mu scles 

Masse te r s , The patient cl enehes_hj.§_3aws while you palpate the contracted musc le 

bfc l v T?ga-&iULJingers over its posterior border and the thumb over im a m mn r 
border. 

Pterygoids: Ask the patient to open his mouth while you fix his head. 

Unilateral paralysis: Deviation of the jaw to the diseased side. 

Bilateral part i s ; No deviation, but inability to open the mouth 
2. Jaw reflex: (aff erent Cr. 5 efferent CrS) ' 

Whilejhe mouth is, slig htl^open. place your i ndex finger on the lower iaw and then 
tap it from above downwards. 

Normally the reflex is absent or minimal. 

A -n.|xaggerate^jeflex, shown, by. closure ofjhejaws, denotes a bilateral 
U.M ^ .L . above the moto r nu cleus_of the 5th cranial nerve i. e ., above the 
pons as in pseudobulbar palsy. 

b) Sensory Part ; 

1- Test for sensations including^ (using a pin) and touch (using a piece of cotton) 
over the face and compare between: 
p a) Both sides of the face. 

t B> The ophthalmic, maxillary and mandibular division on each side. 

Y c > The inner and outer parts of the face. 

2. Corneal & Conjunctival reflexes (affer.: ophth. division, Cr 5; effer. Cr 7 
bi laterally): w. 

Ask the patient to look upwards and inwards. Tguch the comeo^ccpjunctn^j unction 
from the lateral side (to avoid direct photic stimulation) using a thin piece of cotton. 
Normally stimulation of one eye results in blinking of both eyes. 

Absence of blinking on one side denotes facial paral ysis of that side. 

Absence ot blinking on both sides denotes: 

'Sersoryjr isejitinal affection of the stim,.ln,~i 

- Bilateral facial p aralysis 

- Organic type of coma. 
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Examination of trigeminal nerve 

X \AotefL '■ 

( a\ 'Ve.vrvt crTe.^ \s 1 <oo LitVv \^wjs 


<.3) Tw^ 4 s 

TT. 


uhJ^p, e>p> e.<t\ ^6>u ^v 

$ Wa<0- 


Gs’PTi^txxa- ; 

A , 


.«ts 


3. . 'c^c\<L.v')vs\c.<^ 

xWa, ^GJ\fcs ■ 


sav 


OivWfe&s\fc; 

^-.AO-.X, 


VYv\iQAfte_ w%e <A - Qs.stox'S 


QeAT\<t© - c.©'<\uv*'idV\0&Q_ 

HSi* 




7. FACIAL NERVE: 


a) 



Motor Part: Examine for the n^LiscIes of e xpression of 

* Tp 

1 . Upper face ( Frontal is and orbicularis oculi ): 

^ - T est for raising of the ey ebrows. 

L - Test for firm closure of the eye lids , 

Bel Is phenomena may be seen 
2 i 1 .ower face t o rb icu 1 a r i s o ri s, buccinator and 

retractor angtili ): 

— — \ 

^ Look ^J or absent nasolabial fold and ... 
drop ping of the angle of the mouth , 
present in facial paralysis. 

\y— T est for whistlin g , hlowlnp the checks and 

showing the teeth. 


the face: 
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Differentiation between U.M.N. and L.M.N. facial paralysis 


U.M.N.L. 

L.M.N.L. 

u : tj -d A j 

\J 

UK " \ 1 

^6S\^uSt<Hu'V ' iJL 

- ^ fl 

JUuJen. j 

1. Paralysis of the muscles of lower half of 
the face on the opposite side of the lesion. 

Paralysis of the muscles of the upper-and 
lower halves of the face of the same side of 


the lesion. 

2 . Paralysis involves the voluntary 

movement but spares the emotional and 

Paralysis affects voluntary, emotional and 

associative movements. 

associative movements. 


3, Paralysis is associated with hypertonia 

Paralvsis is associated with hypotonia and 

hyporeflexia. 

and hyperreflexia. 

4. There is associated-hemiplegia on the 
same side of the paralysis. 

Tf there is hemiplegia, it is on the opposite 

side of the Daralvsis (crosse^iiemiplegj a). 


h ) Rensorv Part: (Chorda tvmpanjj 

Examine for the taste sensation over the anterior 
— ( 1 ■ ~ ’ 

two-thirds of the tongue b y drying the patient 's 

\ k Z 

tongue and then applying a drop of sweet, bitter or 
salty solution on its _tip. See if the patient can 
properly recognise the taste. 

C l Glabellar Reflex : 

In the normal adult, t apping the glabell a (root oi 
the nose) results (n blinking ( contraction of 
orbicu laris oculi muscle s); L his blinking stops alte r 
v ~ 2 r lTtaps) ( due to habituation ). In Parkinsonism the 
hlinking.eiop^nes with the t aps as long as the 
stimu lu s is applie d. 




NEUROLOGICAL SHEET 


163 


8, £OCHLEO-VES TlBULAR NERVE: 


a) Cochlear Part: Test for the a cuity of hearing using: 

1 . The Wa tch lest: If there is diminution of the patient's hearing d o th e following; 

2. Rinne's tes t: Using the vibrating tuning fork, compare air conduction (fork placed in 
from of patient's ear) with bone conduction (fork placed on patient's mastoid process). 

3. Weber 1 test: Place the tuning fork in the middle of the forehead . 



Watch test 

Rinne’s test 

Weber’s test 

Normal 

The aemte-pf the 
payees, bean ngj.s 

Aii conduction is hcLier 
than bone conduction. 

The v i.hQiLo.usjiiielieai;d 

in the middle of the 

similar to that of the 
examiner. 


forehead. 

Nerve 

The patient's hearing is 
less than that of the 

y 

Both air and hone 

The vibrations arc heard 

deafness 

conductions are 
diminished. 

in the normal ear. 


examiner’s. 


Conductive 

The patient’s hearing is 
less than that of the 
’examiner's. 

Bone conduction is 

The vibrations are heard 

deafness 

better than air 

in the affected ear. 


conduction. 





nv’t*. s 


TvW- 





NORMAL > CONDUCTIVE - NERVE >- 

hearing deafness deafness 


b) Vestibular Part : 


Caloric tes t, rotating chair te sts and electronystagmograp hy ( E.N.G. ). 
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9. GLOSSOPHARYNGEAL & 10. VAGUS NERVES: 




r r 


I. Open the patient’s mouth and inspect the uvula. 

Normal ly it is central . 

If it is deviated, it is towards the healthy side. 

I Palatal Reflex (afferent C^r 5. efferent Cr 10 ). 

^ Norman v stimulation of the soft palate leads to its elevation. 

' ■ \2 0 Pharyngeal Reflex (afferent Cr 9, efferent Cr 1 0): 

’.i 






X 


Use 2 tongue depresso rs, one to depress the ton gue 




& the other to sti mul ate the pharynx, this results in 

\ 2. 

loc al contracti on & gag reflex. 


N.B.: 





\ 1 \ z 

Palatal and pharyngeal reflexe s are lost in t rue bulbar palsy and exaggerated 


Z- 


J- 


in pseudobulbar palsy. 

Isol ated lesions of the glossopharyngeal nerve are unknow n ; it js usu a 1 1 y 

\ 

damaged with the vagus and acce ssory nerves at the jugular foramen. 

The only specific test for isolated vagal lesion is Indirect laryngoscopy to 
observe the position and movemems^af the vocal cords. 

.j-t') 


1 1 .^ACCESSORY NERVE: {j^\t 1 f ^ 





The spinal part is tested. by: 

- Asking the p atient to r aise his shoulders againsiGesistand ? ( trapezius ). 

- Asking the patient to t urn his chin against resistanc e (sternocleidomastoid). 




Exam, of stenio-cleidomasloid 









12/ HYPOGLOSSAL NERVE: 

a. Inspect the tongu e for: 

! . Deviatio n: when it is deviated, it is towards the 
diseased side. 

2. Wasting which indicates ^ L.M.N.Lj 

3. Fa.sciculation s indicate a nuclear lesion as in 
M.N.D. & syrin gobulbia. The tongue should be 
(mspectedfor fasciculation\ while inside month. 



Rt. utA.tf. 
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4. Abnormal movements as i n Chore a. 

T Dimpling of th^ tongue op rappmo it, 
m cases_of myoton ia. 

6. Inspection m av also reveal: 

— Glazed longue as in^ deficien ry disease s. 

— Fissur ed longugLas in mongolism 
" Dicers as in Behcet's diseas e. Herpes simplex. 
Test fr»r the (nnvet ) of the muscles of the tongue by 
the inner side of his cheek with the tip of his tongue. 


^EXAMINATION of the motor syst em 




1. INSPECTION: 




*3 


_The(stat&of the muscles whether . norma l, wasted or hypertrophied 



1 f there is wasting describe it in det ails: 

WhichJ i Tnb is affec ted. 

- . ‘ 7 

I s it unilateral o r bilatera l. 

If bilateral , is it symmetrica l or asymmetrica l. 

— Is it distal more than prpftimnl nr vjrv> vmn 

• If there ist hypertrophyj report whether it is associated with: 

_ Increased powe r: t rue hypertrophy . 

- Dc c r e -a scd po wer; pseudohypertrop hy. 

Fasciculations or fibrillations (indicatin g an irritative A.H.C. lesion). 
jjascicul ation: is a spontaneous contraction of a group of muscle fibres . 
It is vtsd>Je^and ev en palp able. 

Fibrillation: is a spontaneous contraction of a singl^ muscle fibre 






Physiological 

Pathological 

_fasciculation 

fasciculation 

1. Cause 

Anxiety, Fatigue, coffee, smoking. 

Irritation of AHCs. 

2. Type 

Coarse. 

Fine. 

3. Wasting 

Absent. 

Present. 

4. EMG 

Normal. 

Giant potentials. 



therein .details i.e„ are they static or kinetic , rhythmic or dysrhvthmi c & what 
inc reases or decrease s them. 

Skeletal deformities (as pes cavu s, hallux valgus , h allux varu m 
ab normal positio ns (as claw hand, drop foot . . .). 

Trophi c changes (as loss of ha ir, brittle_naijs and ulcers). 


.) and 
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2. EXAMINATION OF T HE MUSCLE TONE 
Methods of Examination : 

Passive flexion & extension of all the joints. 

(b) Shaking method for the wrist & ankle o nly. 

(cx Gower's method for the sh oulder (as in myopathy): Place your han ds in the patient ’s 
a xilla e & t ry to lift his shoulder s. 

Abnormal Muscle Tone may be: 

a. Decreased^Hvpotonia)(Flacddity) which may be due to: 

(tj) Lower motor neurone lesions . QO Cerebellar lesions . 

Shock stage of acute U.M.N.L. (fh) Posterior column lesions . 

(T.j Rheumatic chorea. (fr) Hypotonic form of cerebr al palsy. 

b. Increased ( j^perto^i |i)which may be due to: 

Pyramidal (U.M.N.) lesion = S pastic ity; the hypertonia is: 

- "C lasp-knife" where the initial resistance to movement is suddenly overc ome. 
@ Extrapyramidal l esions other than chore a = Rigidity; the hypertonia may be: 

- " Lead pipe " where th ere is a steady increase in resistance, or 

- " Cog-whee l" wher e the resistance ishntermittenft 





Spasticity 

Rigidity 

Site of lesion 

Pyramidal 

*- 

Extrapyramidal 

Distribution 

- Distal >proximal 

- Flexors of U.L. 

Proximal >distal 

Flexors of U.L,, L.L. & trunk 

' Z 

- Extensors of L.L. & trunk 


Character 

Clasp-knife 

Lead pipe or cog-wheel 

Deep reflexes 

Hyperreflex i a 

Hyporeflexia 


^AScLcl fbi /C#r 


N.B.: Other causes of Hypertonia 

J3. Myotonia. 5. Meningeal irritation. 

6. Hysterical. 

^ « 7nLc^ l ‘’ r F M ' c ^ r ’^ 

|r ^ W 

V ^ Vr ° -A g 

a o' ~ ^ a nS Y 

/\J CTr-rr*^ ^^4 

(/ — ° — ' - 


4. Catatonia. 

(T) C 

f 

<1 


J 
S 


/n ■ 


^/V~ »v\ 
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3 - EXAMINATION O F THE MUSCLE POWER: 

The muscles are tested against resistance on condition that they are not totally paralysed 
i.e. the pattern can actively contract them. 


a) IN THE UPPER LIMB : 

^ £& r ~ 

Shoulder (mainly C4-C5) : 

Adduc tion: p ectoral is majo r &. minor assiste d by 
l atissimus dor si Sc t eres majo r. 

Ask patient to adduct his aims against resistance; 
or while patient presses his hands to his waist, 
palpate the anterior axillar fold for the contracted 
pectoral is. 

* Abduction 

0°-l 50 ° supra sinatus *1 Ask the patients to lift 
15 o -90 ° deltoi d r His arm straight out at 

90°-18Q Q trapezius J Right angles to his side. 


* Flexion: anterior fi bres of delt oid: ask patient to 
raise h is ar m forwards against resistance, 

* Extension: posterior fibres of deltoi d; ask patient 
to raise his arm backwards against resistance. 



Exam, of shoulder 
adductors 



Exam, of shoulder 
abductors 


> 


* 

#- 


Lateral rotators: infraspinatus Sc teres minor. 

Medial rotators: latissimus dorsi Sc subscapu laris. 

The serratus anterior: ask patient to push his 
arm forwards against resistance; paralysis of this 
muscle leads to winging of the scapula. 




Elbow 1C 5, 6. 7): 

— j 

* Flexors : b icep s, brachial i s Sc braehioradiali s. 

— Biceps: with the patient's arm extended by his 
side Sc the hand fully supinated, ask him to 
Hex his elbow against resistance. 

— Braehioradialis: as for the biceps but with the 
hand semi-pronated. 

* Extensors: triceps: with the patient’s elbow 
flexed ask him to extend it against resistance. 

\ -5 

Wrist (C 7, 8): Test for flexion and extension against 
resistance while the fist is closed. 

Hand ( C 8, Th 1) : 

• Thumb: 

1 . Opponens polhcis: ask the patient to touch the tip 
of his little finger with the tip of his thumb. 

2. Abductor pofl lcls brevis: it is the only muscle of 
he hand supplied by the median nerve than can be 
easily tested (as in carpal tunnel syndrome). Ask 
the patient to abduct his thumb at a right angle to 
the palm of the hand; the muscle can be seen and 
palpated. 


Exam, of elbow Exam, of elbow 

flexor ’’bleeps" flexor "braehioradialis" 



Exam , of elbow 
extensor "triceps" 



Exam, of opponens pollicis 



Exam, of Abductor poJlicis brev. 
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• Other finge rs: ‘ 

1. Abdu ctors: Dorsal interossei: patient abducts 
his fingers against resistance. 

2. Adductors: Palmar interossei; patient grabs a 
paper between 2 fingers. 

3. Lumbricals: Patient puts his fingers in the 
writing position. 

b ) ABDOMINAL MUSCLES: (Th6- Thl2 )L are tested for specially in cases of myopathy. 

The patient lies down, puts his hands over his chest, then attempts to sit up. 

c ) IN THE LOWER LIMB : 

* Flexion: ileo-psoas (LI , 2): ask the patient to flex his hip against resistance, 

* Exten sion: gluteus maxim us (L5, S 1 .2): with the patient lying face downwards in bed, 
fix his trunk with your hands & ask him to raise his L.L, against resistance. 

* Adduction: adductors lo.ngus, brevis & magnus (L2,3,4) assisted by pectineus & 
gracilis. Abduct the thigh & ask the palienL to bring it towards the midline. 

* Abduction: gluteus medius & minimus (L5, Si) while the thigh is in the midline, 
ask the patient to move it outwards. 

Knee : 

* Extension: quadriceps (L2, 3, 4): ask the patient to maintain knee extension while you 
try to bend the knee; or bend the patient's knee & ask him to straighten it. 

* Flexion: hamstrings (SL 2): ask the patient to pull his heel towards his buttock against 
resistance. 

Ankle: 

* Dorsif lexion: ant. tibia! group ( LA, 5 ), 

* Plantar flexion: c alf muscle s ( SL 2 ): the patient moves his foot upwards & 
downwards against resistance. 

* Inversion: tibialis anterior & posterior {L4}. 

* Eversion: peroneal muscles (L5): the patient inverts & everts his fool against 
resistance. 
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4 . EXAMINATION OF THE REFLEXES: 


a) DEEP REFLEXES : 


In the Upper Limb : 


] . Biceps reflex (C 5. 6): 


Elicited by a tap upon the biceps tendon 
while the elbow is The ta P ' s ^ one 

on your index finger placed over the tendon. 
It results in mild contraction of the biceps 



with slight flexion of the elbow. 

2. B rachior adialis reflex (C 5. 6): 

Elicited by a tap 3-4 cm above the styloid 
process of the radius, while the elbow is at 
120'. It results in mild contraction of the 





brachioradialis and slight flexion of the 
elbow. 


3. Triceps reflex (C 6, 7): 


Elicited by a tap directly on the triceps 
tendon while the elbow is flexed at 90_°. It 
results in mild contraction of the triceps 
with slight extension of the elbow. 


\ 



4. Supraspinatus (C 3, 4) and fin ger (C8, Tl) reflexes: 


A 


They are normally absent. If present, they indicate an U.M.N L. 

* The supraspinatus reflex is done by tapping the supraspinatus muscle: in 
U.M.N L. there is visible contraction of the muscle with slight abduction of the 
shoulder. 

* The finger reflex is done by tapping the palmar surface of the middle 3 fingers 
while they are slightly flexed: in U.M.N.L. there is prompt flexion of the fingers. 

In the lower limb : 

1 . Knee reflex (L 2, 3. 4): 



Elicited by a tap on the quadriceps 
tendon while the hip joint is slightly 
flexed and the knee joint is flexed and 
supported from beneath by your hand. 
Jt results in visible contraction of the 
q s and extension of the knee. 
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(^) Ankle ref lex (S 1, 2): 

E licited by a tap on thel tendon Achilles') 
w hile the thigh is abducted, and externally 
rotated, the knee is Hexed at 00“ tint! the 
a nkle is dorsiflexed bv the examiner. It 
rest ilts in mild con tract inn nf the ml f 
j mu scles with plantar ilex ion of the ankle . 

^ ^ - 1 *at eHar...(L 2, 3, 4) and .Adductor (L 4) reflexes : 

They a re normally absent If prese nt, th ey indicate an^LLM.NL^ 

The pat ellar reflex is done by pressing the upper border of the patella downwards 
\vith the examiners index finger and then lapping tlfe finger with the hammer; in 
U.M.N.L. there is contraction of the quadriceps and upward displacement of the 
patella. 

The adductor reflex is done by tapping the index linger placed just above the 
adductor tubercle, _while the hip is externally rotated and slightly abducted; in 
U.M.N.L. there is visible contraction of the adductors with adduction of the thigh. 

N.B.P p* 

+ While eliciting the deep reflexes one should observe the movement of the joint as well 
as that of the acting muscles which, therefore, should be bared. 

Don t report that a deep reflex is absent unless the patient does a reinforcement by 
clenching his teeth or clutching his hands together (Jendrassik's manoeuvre). 

* If there is hyperreflexia. try to elicit clonus. 

CLONU S: is a rhythmical series of contractions in response to the^s u 
of the tendon of the m use 1 e^Cj on us mav b e: 

Organ ic denoting a definite U.M.N.L . in which case it stops with release of 
the stretch of the muscle. 

\ 

— Hysterical where it persists in spite of release of the stretch of the muscle. 
Ankle clonu s is obtained by passive 
plantar flexion of the joint followed by /* 
sudden dursiflexion. 





r . sudden dorsi flexion. 

Cjy* Patella r clonus is obtained by holding V 
the patella and displacing it slightly 
upwards; this is followed by a sudden 
downward displacement of the patella. 

* , Wnstxiotius is obtained bv sudden and 
sustained extension of the wrist. 



ParvWU. c'lonw s 




'Ya.UV.VeJV C-Q.OWWS 


172 


NEUROLOGICAL SHEET 



b ) SUPERFICIAI REFI FYFQ- H 

They are absent in : 

~^^-g ^ ve i he level of the segmental su pp ly of the refle x 
J- • affecting the reflex am it col f . 

l» Abdo minal Reflexe s (Th6 - Th12> : 

* u PP er abdo minal refl ex ( Th6-I0 ): li a ht 
stroking o f the skin of the abdomen ^ 

the umbilic us, .jro mjhe periphery inwmrk 
using a p in. 

* .Lowe ^ abdominal refl ex (ThlO-m - |i sh , 

SimkinE — lL_ done below the level 
Umbilicu s - fefr oTD. the periphery mu, 

L n _b o t h ca ses, contraction of the msihner .o 
. abdominal muscles can be seen . 

2> with w. of , he 

aspK|c) 1hr_rhjjihjysulting in visible comra, nion of ihe creroaslerie 

3) g jj jfalf R«fl.X (M, 5> : di ri.ed .b y „ „ „ f , h „ 

■ ciiu unp in conti action of the e ] mg 7 ~ E_ 

4 ) ^nalRefl« (S 3 , 4 J) ; skin of |hf ^ 

TllcgaMiomo ^Lhe external anal sphincte r. n & 

1 $) Plant ar Reflex (SI, 2) 

fannWiLce.. iL.lZ ITiW 

Lean 

L -™ 

2. JshaddocjUsjnethod : A^crnch is made on the Ur a „. \ . 

^lojlhedors^^ from the |ate ra] / ^ h ®<**oc* 

malleolus t o the little toe ’ I ^ttViodL- 

3. Qppenheim's method: Fj mLeressure is annh,,l „ „ 

ih^ skm over the lower pan of tf, , stlafl of , hp lihi , fmm 
above downwards . 

4 llrmlyscucezetf V ' 

jehaefer^s method; JjTe^endo n AcInHes is firmly V 

— 2ILiLj_niethod^ The3rd & Wjioesaree gssively flexe d. th en suddenly 
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% EXAMINATI ON OF THE 



18 > 


\ 2, 3 

A . SUPERFICIAL SENS ATIQNSjn r-luding pain, temperature & touch : 

'A c examine for pain using a p in & for touch using a niece of cotto n. 
y- Compare both sid es leg tn leg. arm to arm & face to fac e. 

-- „ Compare on each sidc.llTc4..I .. with the tru nk, with the U.L . & with the fa ce. 

!— In case of hyposthesia in a lim b, test all around it to differentiate betwee n 
radicular sensory loss & glove & stock hyposthesia. 


SENSORY SUPPLY OF THE BODY : 


C2 

\ z. 

Angle of jaw, lateral aspect of neck 

C3.4 

Shoulder, dowifto manubrium 

C5 

Lateral aspect of ami 

C 6 

Lateral aspect of forearm, thenar eminence 



& thumb 

C7 

\ 

Middle aspect of forearm. middle of the 

C 8 

palm, middle 3 fi utters 

' 7 v t. 

Medial aspect of foreann. hypolhenar 

eminence & little finger 

T1 

Medial aspect of arm 

T2-T7 

Thorax (T4 -» nipple) 

T 8 — T12 

Abdomen ( T 1 0 -» umbilicus) 


{T12 inguinal ligament) 

LI 

Upper h front of thish 

L2 

Middle 1 3 from of thigh 

L3 

Lower * 3 front thigh 

L4 

Anterolateral aspcct-aLikiuh. front of knee, 
anteromed, aspect of leg, med. aspect of 


foot &. big toe 

L5 

Lat. aspect of thigh, lat. aspect of leg. 


middle V 3 of dorsum of foot & middle 3 


toes 

SI 

Posterolateral aspect of thigh & leg. lateral 

V 3 of dorsum of foot & little toe 

S 2 

4 ^ i' 

Posterior aspect of thigh, leg & sole of foot 

S3, 4, 5 

\ 7- 3 

_Anal, perianal & gluteal region (saddle 


shaped area) in concentric manner 
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B. DEEP SENSATIONS: they includ e: 

1. Vibration sense: place the vibra t ing fork over Ihe bony prominences : .medial 
mal Inning' — ant tibia! tubercle - superior iliac some (A.S.l.S.) - clavicle. 


Acir iVip patient if he.feels the fork’s vibration s & if they are felt equally on all sites 
If V.S. is diminished or lost over med. malleolus , check A.S.l.S.: it_Jost, it_ 
suggests posterior column lesion ; if intac t, it suggests P.N. lesion 

2. Joint sense (sense of position a nd movement). .First 
show the patien t, with his eves, p ost., the position of his 
bisg toe (dorsi-flexed . plantar-flexed) ; then with nis 
e yes closed , move the big toe and ask him il he teejs :. 
moving a nd if so in which direction . The big toe should 
be caught gentl y, from the sides . 

3. Muscle sense: h^imhmSxlhe cal f. The muscle s e nse may be normal where the 


p-lianl feck Il muy be lost (Ab adie 's sig n ) as in n euros yE l nl is 

cn 



Nerve sense: hv nressina the ulnar nerve, and the lateral -cn e against th e 


4. Nerve sense: bv pressing. 


bones. Normally it p 315 "^ in an electric r like sensation. ^ 



5. Romberg's test: ask the patient to stand with the heels 
togethe r, 1st with his eyes open .Jhni with his ryes -closed- 
Note anv swaying or loss of balan ce. If pres ent: 

With eyes open or close d = cerebellar ataxia . 

* Only with closed eves = sensory ataxia. 

* C. CORTICAL SENSATIONS : 

They are only examined when the superf . & deep sensations are intac t. 

1 . Tactile localisation: ask the patient to close his ey^ ;jhen_EncUus_vnger & ask him 
to localise the site of the prick . 

2 Two-points discrimination: with the patien t 's eyes closed . 

/ deliver 2 simultaneous pricks , e.g.jgivt he l in g er (5 romapau - 
or on the legs (4 c m apart ). Normally the 2 pricks ar e fell 
distinct from each other . 


v y ; 3. Stereogno sis: with his eyes closed , the patient isaskg d to recognise a familiar object 


4. Graphosthesia : with his sy es-close d, the patient _i_s asked to reco g nise a number or 


f placed in his hand . 


V letter drawn over his palm. 


5. Perceptual rivalry: normally, if you dgjiysm^ simultaneous jin pricks atj 


5. Perceptual rivalry : normally if von tleUYer_ 
corresponding sites of the body, both pricks arg lc 
prick on the healthy side is felt. 


huth pricks arc felt; in cortical se nsory loss, only the 
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rm tsffd hemihvDQSlfres i a 
U). Hemihvposth esia 

11. Cortical sensory loss 


r 



A. %• 3 , 









W) 


C ; insular & brain stem lesions 


Area (1,2, 3) of parietal lobe 
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EXAMINATION OF 


A . IN THE UPPER LIMB : , 

I . Finger-to-nose test: The patient brings the tip of his 
forefinger from a_ d istance onto the i i p 


tesl-is.condiicted with the eves open th e 
2. Pinger~to-finge r test: The patient hH i 

i 

forefinger from the distance of his op t 

meet each other in the midline. 


3INATION 



Ti r\Oi«_a- bo*no 3 e. 


V 


3- Tinge r-to -doctor’s finger test: The ; 
tip of his forefinger from a distance o 

docto r's forefinge r. 


In any of the above tests you may find: 


V 


a) Decomposition of moveme nt. 

b) Kinetic intention tremors whid 

evident as the patient's forefin ge~ 
target. 


]/ c) Dysmetriq in the form of 
Hypometri a. 

f 4. Adiadokokinesis or Dysdiadokokine; 

asked to do rapidly alternating m ove m e 

and supination of the forearm . In cereb 
is failure to perform the movem ents. 

5. Rebound phenomenon: The patient. 

y . ’ ^ 

fixed, ilexes it against resista nce. Whei 
suddenly relea sed the patient’s forearm 
may h it his face or shoulder. 

l / 6 * Buttonin § and unbuttoning test: ear! i 

B. IN THE LOWR LIMB: 



f \ cLv o 'ft.o ftv rvrsts 





lmmew 


vj/d- Heel-lo-knee test: The patie nt rais e 
down its heel onto the knee of his Qt he 
down along the shaft of the tibia. 


^/2. Walking along a str aight line, foot 
u nilateral cerebellar le sions, there is 
diseased side. 

y 3. Romberg test: Ask, the patient to _sta_ 
together. S waying or loss of balance 
eyes are open or dosed. 



Y\«5,-to best . 




-eP^ 
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7, EXAMINATION OF THE 

Examine for: 

(. 1. Tenderness , 

2. Deformity - 



f 

V^X 


4 A **■ ** 

' , -a' c * n ^' 




j> L i 


& 


4. Swelling . 

5. Ahnonrtu ' pigmentation. 




Hair tuft- 


8 . EXAMINATION OF THE CRANIUM: 

Examine for : 

1. Size- ghape._MU 3 Ts &, fontanciles . 

2 w<wv bosse s & i an demess. 

2 Dilated veins , bruits & naevi . 

4, M.-F.wen’s sign in brain tumours. 

.4 EXAMINAT ION OF TH^NECK:. 

Ex fl piine for: ^ Rmdzinski neck sign. 

j. Signs Q f meningeal im tadon: neckretmction 

2 Bruit over the neck as in caro tid artei > jstenosi ^ 0 

10 EXAMINATION OF THE OAIT: 

Ur If the patient can walk: 




